measured by airway obstruction. Spirometry results in this study were just as likely to be abnormal in patients with a normal history and physical examination.
PURPOSE OF THE STUDY. To evaluate whether titrating inhaled corticosteroids (ICSs) on the fraction of nitric oxide in exhaled air (FeNO) improves asthma management in children.
STUDY POPULATION. A total of 85 children (aged 6 -18 years) with asthma who had been using ICSs at a constant dose for at least 3 months.
METHODS. Children were randomly allocated to 1 of 2 groups stratified for baseline FeNO and dose of ICSs. In one group, ICS doses were determined by FeNO and symptoms according to an algorithm; in the other group, only symptoms influenced ICS dosing. The study duration was 12 months, with 5 visits at 3-month intervals. FeNO was measured at each visit, and the ICS dose was then adapted to FeNO and/or symptom scores that were recorded during the previous 2 weeks.
RESULTS. The cumulative ICS dose was not different between groups. Within the FeNO group, no significant change in FeNO was found, whereas in the symptom group there was a significant increase in FeNO (P ϭ .035). In the FeNO group, hyperresponsiveness improved more than in the symptom group (2.5 vs 1.1 methacholine doubling dose; P ϭ .04). Eight prednisone courses were prescribed for 7 patients in the FeNO group versus 18 courses in 10 patients in the symptom group, but this difference was not statistically significant (P ϭ .60). There was no difference between groups in forced expiratory volume in 1 second (FEV 1 ) or symptom scores.
CONCLUSION. In children with asthma, 1 year of steroid titration on FeNO did not result in higher steroid doses and did improve airway hyperresponsiveness and inflammation.
REVIEWER COMMENTS. I am still not sure what to make of eNO. If monitoring FeNO and making treatment decisions on the basis of the values leads to better asthma outcomes, then it would be a useful tool. Because the FeNO group did not end up receiving a higher cumulative ICS dose, we have to assume that they got more when they needed it and less when they did not. However, the clinical results seem inconsistent. I suppose it is a good thing to have a higher methacholine PD 20 (the dose provoking a 20% fall in FEV1) and a lower FeNO, but I would have been happier to see a difference in FEV 1 and symptom scores, or if the difference in the number of episodes requiring prednisone courses had been statistically significant. Although I am not sure that I can share the authors' conclusion that "the time has come to introduce FeNO in to the routine assessment of children with asthma," I believe we should pay attention to future studies on FeNO monitoring and clinical asthma outcomes. STUDY POPULATION. A total of 110 patients (aged 12-75 years) with chronic asthma on inhaled corticosteroids (ICSs) for at least 6 months using stable doses for 6 weeks were initially evaluated. Exclusion criteria included Ն4 courses of oral prednisone in the previous 12 months, admission to the hospital because of asthma in the previous 6 months, ICU admission at any time in the past, or Ͼ10 pack-years (an average of 1 pack of cigarettes smoked per day for Ͼ10 years) of cigarette smoking.
METHODS. This was a single-blind, placebo-controlled study. In phase 1 the ICS dose was adjusted on the basis of FeNO or guidelines-based algorithms. When the optimal dose was determined, patients were managed for 12 months. To determine the prevalence of ibuprofen-sensitive asthma in school-aged children with mild or moderate persistent asthma.
STUDY POPULATION. Children (n ϭ 100) between the ages of 6 and 18 years with a 2-year history of asthma.
METHODS. Ibuprofen (10 mg/kg) was administered via a randomized, double-blind, placebo-controlled crossover trial. At 0.5, 1, 2, and 4 hours postingestion, spirometry and physical examinations were performed. Children taking leukotriene receptor antagonists or with a known sensitivity to aspirin or ibuprofen sensitivity were excluded.
RESULTS. Two subjects (2%) had bronchospasm after administration of ibuprofen, with decreases in the forced expiratory volume in 1 second (FEV 1 ) of 35% and 25%, respectively. The maximal drop in FEV 1 occurred 1 hour after ibuprofen administration in both subjects. Clinical manifestations of shortness of breath and wheezing on auscultation were noted in both patients. Resolution of symptoms and pulmonary-function values occurred after administration of albuterol. Neither patient had a decrease in FEV 1 after placebo. Neither patient had a history of ibuprofen use before study enrollment. Two additional patients had a decrease in FEV 1 of 15% (with no change after placebo) but remained asymptomatic with normal physical examinations.
CONCLUSIONS. In this study of children ages 6 to 18 years with mild or moderate persistent asthma, the prevalence of ibuprofen-induced bronchospasm was 2%. This is much lower than previous estimates (9%-28%) of aspirin-sensitive asthma in children.
REVIEWER COMMENTS. Use of inhaled corticosteroids by 70% of study subjects and exclusion of patients with severe asthma and those using leukotriene receptor antagonists may have resulted in an underestimate of the prevalence of ibuprofen-sensitive asthma. However, given the widespread use of ibuprofen as an over-the-counter analgesic and antipyretic, pediatricians should be aware of the possibility of ibuprofen-induced asthma exacerbations. Participants were a subsample of a larger adherence study.
METHODS. This was a cross-sectional, 1-month follow-up study. The primary outcome measure was adherence to both medications as measured by electronic monitoring devices. A classification framework for contrasting adherence patterns between medication classes was developed to identify cases for individual analysis.
RESULTS. High levels of nonadherence to long-term controller medications (median: 46% of prescribed doses taken) and variable patterns of quick-relief medication use (range: 0 -251 doses over the month) were documented, but consistent relationships between patterns of medication use across both classes were not found. Individual cases identified by the classification scheme il-
